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Abstract
Background: Eleven previous reports have shown potential benefit of a 36-ingredient micronutrient formula
(known as EMPowerplus) for the treatment of psychiatric symptoms. The current study asked whether children
(7-18 years) with pediatric bipolar disorder (PBD) benefited from this same micronutrient formula; the impact of
Attention-Deficit/Hyperactivity Disorder (ADHD) on their response was also evaluated.
Methods: Data were available from an existing database for 120 children whose parents reported a diagnosis of
PBD; 79% were taking psychiatric medications that are used to treat mood disorders; 24% were also reported as
ADHD. Using Last Observation Carried Forward (LOCF), data were analyzed from 3 to 6 months of micronutrient use.
Results: At LOCF, mean symptom severity of bipolar symptoms was 46% lower than baseline (effect size (ES) = 0.78)
(p < 0.001). In terms of responder status, 46% experienced >50% improvement at LOCF, with 38% still taking
psychiatric medication (52% drop from baseline) but at much lower levels (74% reduction in number of medications
being used from baseline). The results were similar for those with both ADHD and PBD: a 43% decline in PBD
symptoms (ES = 0.72) and 40% in ADHD symptoms (ES = 0.62). An alternative sample of children with just ADHD
symptoms (n = 41) showed a 47% reduction in symptoms from baseline to LOCF (ES = 1.04). The duration of
reductions in symptom severity suggests that benefits were not attributable to placebo/expectancy effects. Similar
findings were found for younger and older children and for both sexes.
Conclusions: The data are limited by the open label nature of the study, the lack of a control group, and the
inherent self-selection bias. While these data cannot establish efficacy, the results are consistent with a growing
body of research suggesting that micronutrients appear to have therapeutic benefit for children with PBD with or
without ADHD in the absence of significant side effects and may allow for a reduction in psychiatric medications
while improving symptoms. The consistent reporting of positive changes across multiple sites and countries are
substantial enough to warrant a call for randomized clinical trials using micronutrients.
Background
The diagnosis of pediatric bipolar disorder (PBD) is one
of the most controversial in modern child psychiatry [1].
D i s a g r e e m e n te x i s t so nh o wt od e f i n ei t ,a tw h a ta g et o
identify it, and how it matches with the more traditional
diagnosis of bipolar disorder in adulthood (see [2] for an
extensive review). However, regardless of how it is con-
ceptualized and whether changes in criteria have been
validated or supported by research, a consequence of
the loosening of the Diagnostic and Statistical Manual’s
(DSM) definition [3] is that thousands of children and
young people have now been diagnosed with PBD and
prescribed psychiatric medications that have limited
empirical support and that often carry worrisome
a d v e r s ee f f e c t s .T h ec h a n g e si nt h ed e f i n i t i o no fP B D
have raised substantial debate [4]. The current DSM-V
task group is attempting to address the surge in diag-
noses of PBD with the introduction of a new category,
Temper Dysregulation Disorder with Dysphoria, which
is also controversial [5].
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number of studies describing the treatment of PBD over
the last decade, there are surprisingly few controlled
studies of pharmacotherapy for mania in children and
adolescents [6]. Mood stabilizers (e.g., lithium, carbama-
zepine, valproate acid) have been shown to be less effec-
tive in the treatment of PBD (response rate averaging
40%) as compared with adults (response rate averaging
65%) [7]. For example, an open trial of 42 individuals
with PBD showed a response rate of 34% for carbamaze-
pine, 42% for lithium and 46% for sodium divalproex
[8]. A randomized controlled trial (RCT) comparing
lithium to placebo in 25 bipolar adolescents with sub-
stance dependency showed a 46.2% response rate [9]
compared with 8.3% in the placebo group. A recent
double-blind RCT comparing divalproex extended
release with placebo in the treatment of PBD in 150
youths found no difference between groups and an over-
all response rate of 24% [10]; the authors concluded that
there was no support for the use of divalproex in the
treatment of PBD. However, others have found higher
response rates to divalproex in open trials [11]. Based
on a comparative analysis of acute randomized placebo
controlled trials, Correll et al. [12] found a pooled effect
size of .24 (based on change on the Young Mania Rating
Scale (YMRS)) for mood stabilizers as compared to pla-
cebo in the treatment of acute mania in youth.
Atypical antipsychotics (e.g., aripiprazole, olanzapine,
quetiapine, risperidone, ziprasidone) have been increas-
ingly reported to be used as frontline agents for the
treatment of PBD and they may be more effective than
mood stabilizers in the treatment of acute mania in
youth. A recent comparative analysis of acute rando-
mized placebo controlled trials for the treatment of
mania in pediatric populations found five trials that had
used antipsychotics and estimated a pooled effect size
for the YMRS at .65 [12] with all five studies showing
efficacy. To the best of our knowledge, all other trials
on these medications are either open-label or chart
reviews [13,14] and are difficult to summarize given the
variation in age, diagnostic methods, outcome measures
used, inclusion criteria, and definition of a response. A
review of the literature showed that response rates to
antipsychotic treatments for PBD can vary from 38% to
80% [15]. Although antipsychotics may be more effective
than the mood stabilizers, they may also carry a higher
risk profile in terms of adverse effects [12].
One group of children who have proved to be particu-
larly difficult to manage is those who are diagnosed with
both Attention-Deficit/Hyperactivity Disorder (ADHD)
and PBD. The rate of ADHD comorbidity in pediatric
bipolar populations ranges from 57% to 93% [16-18].
There is very little empirical data to support the use of
specific medications for these young people [7,19].
Indeed, ADHD has been found to be one predictor of
treatment nonresponse in PBD with mixed or manic
episodes [20,21] suggesting that this combination of dis-
orders is linked to poorer outcomes. Effects of medica-
tions are modest in those with both disorders, with
responses to mood stabilizers in small open label trials
ranging from 20-29% [13,22].
In contrast, medications typically used to treat ADHD
have been used with this population with better success,
at least in controlling the ADHD symptoms in PBD
children and adolescents. Hah and Chang [23] reported
on 7 patients with both ADHD and PBD who were trea-
ted with atomoxetine in conjunction with mood stabili-
zers. They found that 6 of the 7 improved in symptoms
of ADHD and none of the patients had a manic or
hypomanic episode during the treatment period which
ranged from 1.5 months to 18 months. Sheffer et al.
[11] studied a sample of 30 bipolar patients with ADHD
(6-17 years) in a 4-week placebo-controlled trial using
mixed amphetamine salts after being stabilized with
divalproex sodium using an 8 week open-label trial.
Although ADHD symptoms were not improved by
divalproex sodium, the RCT phase showed ampheta-
mine salts resulted in 89.6% of the sample receiving a
Clinical Global Impression (CGI) rating of much or very
much improved compared with 10% on the placebo.
Although there are a range of psychopharmacological
options available to try to treat emerging mood symp-
toms in children and adolescents, the results to date indi-
cate that many are not responding to these treatments
[20], especially when co-occurring disorders are included
in samples. The limited response in combination with
the adverse effects associated with these medications
(such as adiposity, cardiac changes, neuromuscular
effects, hypokinesias, and hyperandrogenism [6]), some
of which may be more substantial for youth as compared
with adults [12], indicate the need to investigate other
treatment options for them.
The literature on nonpharmacological biological treat-
m e n t sf o rP B Di ss p a r s e .T h et r i a l so no m e g a - 3f a t t y
acids have been mixed, with as many showing no effect
as showing an effect (see [24] for a review). There are
virtually no good trials on the use of St. John’sw o r t ,
kava kava, or S-adenosyl-L-methionine (SAMe) for the
treatment of PBD. There is, however, a growing body of
literature reporting that a multi-ingredient approach
(such as combinations of minerals and vitamins) can be
a successful alternative for the treatment of unstable
mood, in both children and adults.
As recently reviewed [25], 100 years of scientific
research of single-nutrient interventions has provided
some promising (though modest) results. In contrast,
research since 2000 on multinutrient formulas has
shown much larger effects on mood. An older version
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Page 2 of 14of the 36-ingredient formula (EMPowerplus) evaluated
in the current set of analyses has been studied in a vari-
ety of ways (the ingredients of the formula are listed on
the developer’s website (Truehope.com) and in Addi-
tional File 1: it consists of 14 vitamins, 16 minerals,
3 amino acids, and 3 antioxidants). There have been
four publications of open-label trials in adults, adoles-
cents, and children with bipolar disorder [26-29]. In
addition, two children with mood swings and explosive
rage were studied in within-subject cross-over designs:
on-off control of their tantrums and rages was demon-
strated with this same formula [30]. Further, in a data-
base analysis of a large sample of 358 adults with
bipolar disorder, more than half were positive respon-
ders (defined as >50% decrease in symptom severity)
after 3 months of consuming this micronutrient formula
[31]. Importantly, their symptom improvement was sus-
tained at 6 months, making it unlikely that placebo or
expectancy effects accounted for the reported changes.
Using a newer formulation but the same ingredients (to
reduce the number of capsules, the processing method
changed in November 2002, resulting in a decrease from
32 to 15 capsules per day for the full adult dose), five
additional reports have been published. A case report of
an 18-year-old boy with obsessive-compulsive disorder
( O C D )w a sp u b l i s h e dw i t hh i s t o r i c a ld a t as h o w i n gh i s
response to cognitive behavior therapy [32]. Subse-
quently, he was treated with the 36-ingredient formula in
an ABAB design, which resulted in on-off control of
anxiety and mood symptoms [32]. Another case has been
reported of a child diagnosed with bipolar disorder and
with six years of well-documented pharmaceutical treat-
ments for his psychiatric symptomatology [33]. The child
and his family chose to transition from medication onto
the micronutrient formula when he was 12, resulting in a
resolution of all psychiatric symptoms. An open-label
trial with 14 adults with ADHD and mood dysregulation
showed significant improvement in both ADHD and
mood symptoms over an 8 week period with a 2 month
follow up showing maintained changes in those who
c h o s et os t a yo nt h ef o r m u l a[ 3 4 ] .O n ec a s ef r o mt h i s
trial was observed over a one year period and showed
off-on-off-on control of symptoms when she stopped and
started the formula [35]. Finally, a case control study of
44 children and youth with autism spectrum disorder
(ASD) whose mood and irritability symptoms were trea-
ted with the same formula; they were matched by age,
sex, and socio-economic status with 44 individuals who
were treated with conventional medications [36].
Although both groups improved significantly, those trea-
ted with the micronutrient formula improved much
more, especially in terms of mood and irritability, and
they reported only about one-sixth as many adverse
events, and no weight gain. Several other studies of this
same formula are under review and in progress. While
there are no completed RCTs on this formula, there have
been numerous RCTs on micronutrients in general
showing efficacy in the treatment of violent behavior in
incarcerated populations [37,38], slowing cognitive
decline in individuals with dementia [39], and reducing
behavioral problems in school populations [40]. There is
greater variability in results when studies use fewer ingre-
dients: for example, an RCT using a nonclinical and pri-
marily non-depressed sample of older men did not show
improved depression after two years consuming three
(B12,B 6 and folic acid) of the 36 micronutrients used in
the current study [41].
In addition to reporting positive results in various
types of patients studied with a variety of experimental
designs, all the findings on adverse events are of particu-
l a ri m p o r t a n c ef o rc h i l d r e n :t h eo n l ya d v e r s ee v e n t s
reported have been the occasional minor stomach ache
or headache, but there have been no reports of the
more serious adverse events commonly found with
pharmaceuticals (constipation, dry mouth, dyskinesia,
tachycardia, akathisia, etc.).
In summary, while some conventional treatments of
PBD are showing efficacy in reducing the acute symp-
toms of bipolar disorder, they do carry with them a high
risk of significant side effects warranting the need for
investigations into other viable treatments. There are
now 11 consistently positive reports conducted indepen-
dently from the manufacturer across different sites and
countries showing amelioration of unstable mood and
anxiety in children and adults following treatment with
a micronutrient formula. We report here a new set of
database analyses, similar to the one published by Gately
and Kaplan [31] in adults. For the current report, the
focus is on PBD.
Methods
Data source
T h ea n a l y s i si sb a s e do nt h ed a t ap r o v i d e db yp e o p l e
who purchased a micronutrient formula (called EMPow-
erplus) and provided checklist data on their symptom
severity to the product’s developers. The formula con-
tains primarily vitamins and minerals, and most people
find it while searching the internet to learn about nat-
ural treatments of mental disorders. An unusual charac-
teristic of the way in which the company sells this
formula enabled the authors to perform the analyses
described here: the company has a telephone support
line, consisting of people who keep in touch with clients
to educate them about the use of the product, and to
track problems and successes, which can be done either
by phone, fax or internet. People who want to buy the
formula only for general health can just purchase it by
phone and it is mailed to them. But people who want to
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rologic symptoms are encouraged to use a checklist to
monitor their progress, using symptoms primarily
derived from the DSM-IV [42]. The Self-Monitoring
Form which forms the basis of the current analyses con-
sists of 16 DSM-specified mood symptoms (e.g., loss of
interest in hobbies or activities; an excessively high or
elated mood). Clients or their parents rated each symp-
tom from 0 (not at all) to 3 (very much), for a maxi-
mum score of 48. Use of the Self-Monitoring Form is
v o l u n t a r y ,s on o te v e r y o n ec h o o s e st ou s ei t .T h ed a t a -
base used in these analyses was anonymous, using
assigned identifier numbers.
A similar scale is used for the symptoms of ADHD: 8
symptoms are scored from 0 - 3. However, the symp-
toms listed for the ADHD scale include mood symp-
toms. Consequently, we chose to report on only the first
three items of the scale as those items were specific to
ADHD (inattention, impulsivity and hyperactivity). See
Additional file 2 Table S2 for the specific items for both
scales. This database analysis received ethics approval
from the Conjoint Health Research Ethics Board at the
University of Calgary, Faculty of Medicine.
Subjects and Materials
Data were available from clients who provided informa-
tion to the company’s database from January 2001
(when the database was incorporated into standard use
by the company) through August 2007 about their chil-
dren’s behavior. There were 709 children in the database
aged from 7 years to less than 18 years at the start of
their monitoring whose parents reported that they had
been diagnosed with bipolar disorder. However, the
majority of those families stopped submitting data
within two weeks, making it insufficient time to experi-
ence or report therapeutic benefit. Therefore, criteria
were established analogous to the previous report on
adult clients [31] to strengthen confidence in the relia-
bility of the information being analyzed. The final sam-
ple was selected based on the following:
Symptom monitoring. Completing daily symptom
checklists and submitting them to the internet or by
phone or FAX is a burden for families struggling with
these problems, and even the most well-organized, com-
pliant families might not provide daily reports for very
long. A minimum requirement was set as the presence
of symptom reports for at least 60 of the first 180 days
after starting the micronutrients; this minimum resulted
in 120 clients (71 males and 49 females) in the Primary
S a m p l e( m e a na g e=1 2 . 8 ,S D=3 . 2 ) .T h i sm i n i m u m
requirement ensured that we were reporting on a group
of clients who had likely consumed the product for long
enough in order for us to establish the effectiveness of
the micronutrients for those clients.
Diagnoses. Of the 120 clients whose parents had
reported them to have been diagnosed with PBD, 29 were
reported to have been diagnosed with both ADHD and
PBD; the remaining 91 with PBD but not ADHD. In order
to be able to compare the change in ADHD symptoms
with a group of children without bipolar disorder, we
ascertained an additional 41 clients from the database who
were identified by their parents as ADHD but not bipolar
and who, consistent with the Primary Sample, met the
minimum reporting standard on the self-monitoring form
(see Figure 1 for a summary of the samples). These clients
were taken from a pool of 321 children aged from 7 years
to less than 18 years at the start of their monitoring whose
parents reported that they had been diagnosed with
ADHD but not bipolar disorder.
Although physician confirmation of diagnosis was not
available, 79% (n = 95) of the Primary Sample were tak-
ing psychiatric medications at the time they commenced
taking the micronutrients, indicating that a physician
considered their mood and/or attention symptoms to be
sufficiently severe to warrant medication. The 20 most-
frequently-used medications are listed in Table 1; the
distribution of medication use over the course of the
study period is in Table 2.
Baseline symptom data. The baseline symptom sever-
ity index was created from a minimum of three days of
symptom data. Most people begin at a very low dose of
this formula and titrate upward over the course of sev-
eral days or a week, which means that when a day or
two of data assigned to baseline coincided with the
beginning of treatment; symptom changes in the first
three days would probably not be attributable to the
nutrients. In any case, inclusion of days after treatment
onset is a conservative approach which would make it
more difficult to show symptom reduction associated
with micronutrient use. For those individuals with more
Bipolar:
N=120 ADHD:
N=70
ADHD
but not
Bipolar:
N=41
Bipolar
but not
ADHD:
N=91
Bipolar
and
ADHD:
N=29
Figure 1 Venn diagram of client diagnostic groups.
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preceded the onset of treatment, the baseline index was
averaged over all such days.
Calculation of Last Observation Carried Forward (LOCF)
In order to minimize the potential confound of a placebo
effect, we chose to analyze the data up to 6 months post
baseline. Forty-nine percent (n = 59) of the Primary Sam-
ple reported symptoms through 6 months, 16% (n = 19)
through 5 months, 17% (n = 20) through 4 months and
18% (n = 22) through 3 months. As our measure of a cli-
ent’sc h a n g ei ns y m p t o ms e v e r i t y ,w ec o m p a r e dt h e i r
baseline measure with their Last Observation Carried
Forward: averaged over month 6 for 49% of clients, aver-
age for month 5 for 16% of clients, and so forth.
Calculation of Medication Index
There were 25 children who reported consuming no
psychiatric medication in the baseline period or during
the subsequent 6 months, and 95 who did report
medication use for at least part of that time. The Medi-
cation Index for each client was calculated in the follow-
ing manner: a) first, the number of medications was
added together; then, b) at any given time point, the
Index reflects the dosage in relation to the maximum
which that individual consumed. As an example, a client
taking four medications in the baseline period at their
personal maximum dosage would have a baseline Medi-
c a t i o nI n d e xo f4 ,b u ti ft h ed o s eo fo n eo ft h ef o u r
medications was decreased by 25% in their final report-
ing month, then their LOCF Medication Index would be
3.75 (cf. Table 2). Mean daily dose of the micronutrient
formula at LOCF was 13.7 capsules (SD = 4.8). Due to
the documented potentiating effect of micronutrients on
medications [43], the micronutrients and medications
are cross tapered typically with the assistance of the pre-
scribing physician. In other words, as the micronutrients
are introduced medications are systematically reduced.
Database and statistical software used included Access,
Excel, and Tableau. Paired t-tests were used to calculate
change from baseline to LOCF and Effect Size (ES) cal-
culations were based on Cohen’s d, calculated as the dif-
ference in mean symptom severity at baseline and at
LOCF, divided by the standard deviation across clients
of the differences between baseline and LOCF.
Results
General findings on effectiveness
For the Primary Sample, use of the micronutrients was
associated with a 46% decrease in mean bipolar symp-
tom severity scores at LOCF (Table 3), a change that
was significant (t(119) = 8.5, p < .001, ES = 0.78). With
respect to the ADHD symptoms, the mean decrease
from baseline to LOCF was 40% and was also significant
(t(28) = 3.3, p < .002, ES = 0.62).
There were several outliers with high bipolar symptom
severity, making examination of the median scores more
informative than mean scores (cf. Table 3). The median
bipolar symptom severity was 59% lower at LOCF; the
median ADHD symptom severity was 40% lower at LOCF.
Table 3 also reports on two sub-samples of the Primary
Sample and an Alternative Sample. For those who
reported having PBD but not ADHD (sub-sample in row
2), we found a 44% mean decrease in bipolar symptom
severity (t(90) = 7.7, p < .001, ES = 0.8). For those with
both ADHD and PBD (sub-sample in row 3), the mean
decrease in bipolar symptoms was 43% (t(28) = 3.9,
p < .001, ES = 0.72), and the mean decrease in ADHD
symptoms was 40% (t(28) = 2.9, p < .002, ES = .62).
Finally, for those with only ADHD but not bipolar, the
mean decrease in ADHD symptoms was 47% (t(40) = 6.9
(40), p < .001, ES = 1.04).
Figure 2 shows bipolar symptom severity at baseline
and at LOCF in terms of percentiles. However, this
Table 1 20 most commonly prescribed medications taken
by the 120 bipolar clients
PRESCRIBED MEDICATIONS # CLIENTS
ANTIDEPRESSANTS
Serotonin and/or Norepinephrine Reuptake Inhibitors
Lexapro (escitalopram) 10
Zoloft (sertraline) 8
Strattera (atomoxetine) 6
Prozac (fluxoxetine) 6
Wellbutrin (bupropion) 4
Effexor (venlafaxine) 4
Paxil (paroxetine) 6
Luvox (fluvoxamine) 3
MOOD STABILIZERS
Lithium 29
Anticonvulsants
Depakote (divalproex) 22
Lamictal (lamotrigine) 9
Tripleptal (oxcarbazepine) 6
Tegratol (carbamazepine) 4
Topomax (topiramate) 4
ANTIPSYCHOTICS
Risperdal (risperidone) 26
Abilify (aripiprazole) 17
Zyprexa (olanzapine) 8
Geodon (ziprasidone) 8
ANXIOLYTICS
Buspar (buspirone) 3
Klonopin (clonazepam) 3
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uniform reductions in symptom severity, or that the
reductions were proportional to baseline symptom
severity. There is substantial heterogeneity across clients
in their symptom severity at baseline and in their
response to the micronutrient treatment over time. In
Figure 3, symptom severity at baseline is plotted against
symptom severity at LOCF for all 120 clients. Most data
points lie below the line indicative of no change, illus-
trating the finding that most clients experienced a
reduction of symptom severity. At the LOCF, 46% of
the sample experienced at least 50% improvement in
symptoms and of these, 5% of the sample was symp-
tom-free. Thirty-five percent of the sample experienced
less than a 50% improvement in symptoms and 19%
reported increases in symptom severity. Of the 19% of
clients who worsened over time (23 of 120), many had
low baseline scores to begin with (10 of 23 had baseline
scores below 5), and only a few (7 of 23) experienced
symptom worsening greater than 5 units.
In the ADHD literature, a 30% decrease in symptom
scores is accepted as a good indicator of a clinically
significant symptom reduction [44]. In this dataset,
55% of those with ADHD in the Primary Sample and
76% of the Alternative Sample (ADHD but not bipolar)
showed a 30% reduction in ADHD symptom severity.
In contrast, the bipolar disorder literature typically
uses a 50% reduction as a clinically meaningful change:
for the Primary Sample 46% showed at least a 50%
reduction in bipolar symptom severity. Similar mea-
sures for the various samples and sub-samples can be
found in Table 4.
We also analyzed the effect of age within the Primary
Sample (Table 3). Using age 12 or above at baseline as
the cut off for adolescents, we found significant declines
from baseline to LOCF in bipolar symptoms were
observed for both older (t(69) = 6.8, p < .001, ES = 0.81)
and younger children (t(49) = 5.2, p < .001, ES = 0.73).
We also found significant declines from baseline to
LOCF in ADHD symptoms for both older (t(14) = 2.6,
p < .01, ES = 0.67) and younger children (t(13) = 2.0,
p < .03, ES = 0.54). Using two-sample t-tests for
means, there were no statistically significant differences
(at p < 0.05) between older and younger children at
baseline or LOCF in either bipolar or ADHD symptoms.
The results for gender in the Primary Sample were
similar (Table 3): statistically significant declines from
baseline to LOCF in bipolar symptoms were observed for
both males (t(70) = 5.7, p < .001, ES = 0.67) and females
(t(48) = 6.6, p < .001, ES = 0.94). A significant decline
from baseline to LOCF was also observed in ADHD
symptoms for males (t(20) = 2.7, p < .01, ES = 0.59) but
not females (t(7) = 1.8, ns, ES = 0.64). Using two-sample
t-tests for means, there were no statistically significant
differences (at p < 0.05) between males and females at
baseline or LOCF in either bipolar or ADHD symptoms.
Table 2 Psychiatric medication indices
Medication Index
Baseline Last Observation Carried Forward % change from Baseline
1. Primary Sample: Bipolar = sum of sub-samples #2 and #3 (N = 120)
% taking medication 79% 38% -52%
Average medication index for those taking medication at Baseline 2.06 0.54 -74%
Average medication index for all clients 1.63 0.43 -74%
2. Sub-Sample: Bipolar but not ADHD (N = 91)
% taking medication 80% 38% -52%
Average medication index for those taking medication at Baseline 2.08 0.52 -75%
Average medication index for all clients 1.67 0.41 -75%
3. Sub-Sample: Bipolar and ADHD (N = 29)
% taking medication 76% 38% -50%
Average medication index for those taking medication at Baseline 2.00 0.60 -70%
Average Medication index for all clients 1.52 0.46 -70%
4. Alternative Sample: ADHD but not Bipolar (N = 41)
% taking medication 41% 12% -71%
Average medication index for those taking medication at Baseline 1.49 0.22 -85%
Average medication index for all clients 0.62 0.09 -85%
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Bipolar ADHD
symptom severity (range 0 to 48) symptom severity (range 0 to 9)
row # Data Sample Baseline Last
Observation
Carried
Forward
%change
from
Baseline
effect
size
sample
size:
N=
Baseline Last
Observation
Carried
Forward
%change
from
Baseline
effect
size
sample
size:
N=
1 Primary Sample: Bipolar = sum of sub-samples #2 and #3
Mean 17.8 9.6 *** -46% 0.78 120 5.0 3.0 * -40% 0.62 29
Median 17.4 7.1 -59% 5.0 3.0 -40%
Std. Deviation 10.1 8.3 2.9 2.2
Baseline-Median Split Sample: split by Baseline bipolar symptom
severity
split by Baseline ADHD symptom severity
1 Above Above Baseline Median:
Mean 25.1 12.9 *** -49% 1.21 60 7.5 3.1 *** -59% 1.72 14
Median 24.0 10.9 -54% 7.0 3.0 -57%
Std. Deviation 6.1 9.4 1.1 2.7
1 Below Below Baseline Median:
Mean 9.1 6.4 *** -30% 0.45 60 2.7 2.9 7% -0.10 15
Median 8.7 5.6 -36% 3.0 3.0 0%
Std. Deviation 4.6 5.4 1.9 1.8
1 Older Age 12 or above:
Mean 17.1 9.3 *** -46% 0.81 70 4.4 2.2 ** -50% 0.67 15
Median 16.0 7.1 -55% 4.0 1.4 -65%
Std. Deviation 10.5 8.2 2.4 2.1
1 Younger Age younger than 12:
Mean 17.1 10.2 *** -41% 0.73 50 5.7 3.8 * -33% 0.54 14
Median 17.6 6.9 -61% 7.0 3.4 -51%
Std. Deviation 8.6 8.5 3.3 2.2
1 Male Male: Mean 17.4 10.3 *** -41% 0.67 71 4.9 3.0 ** -39% 0.59 21
Male: Median 17.0 7.2 -58% 5.0 3.0 -40%
Std. Deviation 8.9 8.8 3.1 2.1
1 Female Female: Mean 18.3 8.7 *** -53% 0.94 49 5.4 3.1 -43% 0.64 8
Female: Median 17.8 6.2 -65% 6.7 2.5 -63%
Std. Deviation 9.3 7.5 2.5 2.7
2 Sub-Sample: Bipolar but not ADHD
Mean 16.7 9.4 *** -44% 0.80 91
Median 15.7 6.6 -58%
Std. Deviation 9.9 8.3
3 Sub-Sample: Bipolar and ADHD
Mean 18.2 10.3 *** -43% 0.72 29 5.0 3.0 ** -40% 0.62 29
Median 20.0 8.6 -57% 5.0 3.0 -40%
Std. Deviation 9.0 8.3 2.9 2.2
4 Alternative Sample: ADHD but not bipolar
Mean 6.0 3.2 *** -47% 1.04 41
Median 6.7 2.8 -58%
Std. Deviation 2.5 2.6
Notes: *** indicates that mean LOCF is significantly different from mean at Baseline, at level p < .001; ** at level p < .01; *at level p < .05.
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As indicated in Table 2, medication indices decreased
substantially from baseline to LOCF for both samples.
Not only did the percent of children taking medication
change but also the quantity of medication being con-
sumed, as indicated by the changes in medication index.
For example, in the Primary Sample, at baseline 79% of
the sample were taking medications, but at LOCF, only
38% were using medications, a decrease of 52%. Further,
for those taking medications at baseline, the amount of
medication being taken dropped by 74%. Inspection of
the data showed that majority of those clients who
reduced their medications (60 of 76) did show symptom
improvement. This relationship between medication
change and symptoms is illustrated in Figure 4.
Consideration of drop-outs
In order to assess whether those who stopped reporting
earlier did so because of a deterioration in symptoms or
lack of response, we also evaluated whether those who
stopped earlier did so because they did not experience
significant symptom improvement. Although we required
that all clients in the sample reported for at least 60 days
out of 180 days, there was variation in the last month
that was reported. About half the clients (n = 59)
reported through 6 months, while the remaining were
distributed about evenly across the other months: 22
stopped reporting in month 3, 18 in month 4, and 19 in
month 5. For the entire Primary Sample (n = 120), the
median percent reduction in bipolar symptom severity
from Baseline to LOCF was 46%; by last month reported,
the median percent reduction was 23% for month 3, 55%
for month 4, 50% for month 5, and 60% when month 6
was the last month reported. For each of these four
groups of clients, there was a statistically significant
reduction from Baseline symptom severity to LOCF
(p < .001). We also compared those who stopped at 3, 4
and 5 months with those who continued to 6 months
and found no meaningful differences. There was also no
consistent relationship between continuation of symptom
reporting and degree of reduction in symptom severity.
Although those who stopped reporting at month 3 had
higher mean symptom severity than those who continued
submitting reports beyond month 3, the reverse was true
for those who stopped in month 4 (and in month 5):
those continuing to report had higher mean symptom
severity than those who stopped.
Discussion
These database analyses of 120 children with pediatric
bipolar disorder and an alter n a t i v es a m p l eo f4 1c h i l -
dren with just ADHD symptoms revealed significant
amelioration in symptoms for up to 6 months of
observation. All families purchased a broad-based
36-ingredient micronutrient product and chose to
track their child’s progress on a mood checklist and,
for some, an ADHD checklist. The data presented here
were from people who submitted those checklists on
at least 60 of the 180 days. The symptom decrease for
the entire Primary Sample was about 46% if based on
mean values; however, the presence of some outliers
with very high scores makes mean changes less infor-
mative. Based on medians, symptom amelioration
exceeded 59%. Another way to look at the results is in
terms of individual responder status: 46% experienced
>50% improvement at 6 months. The decrease in
symptom severity was robust enough to be significant
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Page 8 of 14across gender, age (pre-adolescent versus adolescent
clients) and presence or absence of ADHD.
Although these response rates are similar to those
reported in the pharmaceutical literature on PBD, direct
comparisons are limited due to the self-selection bias
inherent in this design and the fact that response rates
are typically higher in open label trials as compared
with those reported in RCTs. The results are consistent
with other published studies using this same micronutri-
ent formula with adults with bipolar disorder [31] and
adults with both mood dysregulation and ADHD [34].
These positive responses were achieved after signifi-
cant reduction of psychiatric medications for many of
the clients, which is a critical issue to families of chil-
dren with emotional problems. The potential advantage
of this method of intervention lies in the negligible side
effects reported by clients [26,33] and the safety record
of the product when monitored through biochemistry,
blood pressure, weight and haematology [26,27,34,36].
Given the reluctance of many psychiatrists to prescribe
medications in this younger age group and the concerns
over side effects, if substantiated with more rigorously
Table 4 Percent of clients who experienced a minimum % reduction in symptom severity from Baseline to Last
Observation Carried Forward
Bipolar symptom severity:
% reductions from Baseline
ADHD symptom severity:
% reductions from Baseline
≥ 30% ≥ 50% ≥ 30% ≥ 50%
1. Primary Sample: Bipolar = sum of sub-samples #2 and #3 (N = 120) 65% 46% 55% 45%
2. Sub-sample: Bipolar but not ADHD (N = 91) 68% 45%
3. Sub-sample: Bipolar and ADHD (N = 29) 55% 48% 55% 45%
4. Alternative Sample: ADHD but not Bipolar (N = 41) 76% 63%
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Page 9 of 14controlled trials, this micronutrient approach may be a
viable and valuable alternative.
The relationship between medication use and symp-
tom severity is difficult to disentangle in a database ana-
lysis. However, given the high rate of medication use at
baseline, in combination with elevated scores on a rat-
ing scale assessing bipolar symptoms, it is clear that
many of the children in this database were not experi-
encing full symptom relief from medications alone.
With the addition of micronutrients, clients were able
to reduce medication use and, for most of them, experi-
ence further improvement in their symptoms. There
was a small subset of the sample who did worsen over
time alongside a drop in medications, indicating that
micronutrients do not, of course, assist all patients with
psychiatric symptoms. This cross tapering is deliberate
and is typically done in conjunction with the prescribing
physician. There have been a few reports as far back as
1992 indicating that nutrients can amplify the effects of
psychiatric medications. In that year, Bell and her col-
leagues reported that a mixture of B vitamins increased
the efficacy of tricyclic antidepressants in 14 adults suf-
fering from depression [43]. In another example, Popper
[28] reported this phenomenon specifically with the
micronutrient product evaluated here. Recently, the
Harvard Mental Health Letter reported on four natural
ingredients that boost the effect of psychiatric medica-
tions [45]. This interaction between micronutrients and
psychiatric medication is generally received as good
news by patients who would like to reduce their medi-
cation dosage.
The response rate of the subsample of those with both
ADHD and PBD symptoms is of particular relevance
given the overall lack of response of this subgroup to
conventional mood stabilizing medications, estimated
between 20-29% [13,22]. While it is important not to
over interpret these data given the limitations associated
with the design, we did observe a similar reduction in
symptoms in those clients who had both ADHD and
PBD (48% experienced >50% reduction in PBD symp-
toms by LOCF) as compared with a sample of clients
with PBD but not ADHD (45% experienced >50%
reduction in PBD symptoms by LOCF), at the very least
suggesting that ADHD does not appear to alter the rate
of improvement in bipolar symptoms.
Further, although it appears that the ADHD symp-
toms in those with both ADHD and PBD did not
improve as much as those with ADHD-only (55% versus
76% if one takes 30% reduction as a good indicator of
improvement in ADHD symptoms [44]), the ADHD-
only sample showed a higher baseline value; the LOCF
values were comparable. Although there was no statisti-
cal evidence of differences between these two groups,
the effect size was larger for those with only ADHD in
comparison with those with both ADHD and PBD (1.04
versus .62 respectively). These improvements in ADHD
symptoms are consistent with those documented from
an open label trial using this same formula in adults
with ADHD and mood instability [34] but lower than
trials using psychostimulants in the treatment of ADHD
symptoms in children with ADHD and PBD [46].
Many researchers have speculated about the role
micronutrients may play in moderating psychiatric symp-
toms. Some argue that symptom improvement is unlikely
due to any one ingredient; minerals, vitamins and amino
acids are critical to the synthesis of neurotransmitters
and often are required in combination for optimal bene-
fit; single nutrient approaches may not be sufficient to
correct all imbalances due to the array of nutrients
required for effective neurochemical synthesis [47]. Ames
et al. [48] demonstrated that genetic diseases can reduce
the binding affinity of enzymes, which in turn lowers the
rate of metabolic reactions. Micronutrients function as
cofactors in enzymatic reactions responsible for synthe-
sizing and metabolizing neurotransmitters. It may be that
only a broad-based micronutrient formula can correct
and stabilize multiple functions, particularly in cases that
have been resistant to other forms of treatment. Kaplan
et al. [25] speculate that some forms of mental dysfunc-
tion may be caused by in-born errors of metabolism in
key neurobiological pathways, in particular those respon-
sible for neurochemical synthesis, second messenger sig-
naling and uptake of neurotransmitters. Recent studies
suggest that the manufacture of adenosine triphosphate
(ATP), the energy source of the mitochondria, is compro-
mised in bipolar disorder, ADHD and other mental dis-
orders [49]-[50].
There are many limitations associated with a database
analysis such as this one. Foremost, all of the data were
based on parent report, and there was no corroborating
clinician or teacher report. However, by its very nature,
clinician report is based on patient-based information.
Further, parents have been found to be as sensitive to
monitoring change as teachers [51]. What would be use-
ful for future studies would be to verify whether other
functional changes occur, such as improved quality of
life or improved neurocognitive functioning. These fac-
tors would provide more objective data to assess change
as well as allow for further speculation about changes
occurring at a neural level.
The clients were clinical patients and, as in any natura-
listic study, were not assessed using structured interviews
to confirm diagnosis. Even in research settings that use
structured interviews, differentiating bipolar from ADHD
is fraught with controversy in the pediatric literature and
the diagnosis of PBD can be unreliable [2], with some
researchers suggesting that mood instability should be
deemed a core feature of ADHD [52]. The fact that most
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Page 10 of 14of the children were being treated using medications
typical for these conditions gives us some confidence that
they were experiencing symptoms to a level of impair-
ment warranting the use of psychiatric medications; how-
ever, which diagnosis they would actually meet criteria
for is impossible to establish from this database. Indeed,
the low rate of ADHD diagnoses in the PBD sample
(24%) as compared with the wider literature on the over-
lap does question the validity of the self-report. Research
suggests that there is a low agreement between diagnoses
made by clinical evaluation and diagnoses made by stan-
dardized diagnostic interviews [53], supporting the need
for caution in generalizing these results to the extant
pediatric bipolar population. Nevertheless, given the sig-
nificant amount of controversy that surrounds PBD and
its diagnosis, there is currently a lack of consensus on the
diagnostic criteria [4] and as such, low validity is a pro-
blem common to the PBD literature as a whole. However,
the rating scale used in this research monitored classic
bipolar disorder symptoms as defined in the DSM and as
such, our results reflect change in these traditional
symptoms.
On a related note, the self-report questionnaire used
to assess change in ADHD symptoms was not ideal.
T h e r ew e r eo n l yt h r e eq u e s t i o n sw ec o u l dc o n f i d e n t l y
analyse to monitor change in ADHD symptoms which
makes it difficult to compare these results to those of
other treatment studies for ADHD carried out in
research environments. However, those three questions
are the cardinal questions related to the ADHD diagno-
sis - assessing the three main problems associated with
ADHD. Other research has confirmed that those three
questions are reliable and valid indicators of the disor-
der [54].
Given the sample size, we could not address the impact
that co-occurring conditions had on the response to the
micronutrients. We are aware that many of the children
reported other problems, such as anxiety, behavioural
problems, and pervasive development disorders, likely
making them more impaired than individuals typically
recruited for pharmacological trials; however, we did not
have enough information to independently assess the
impact of co-occurring diagnoses on treatment response.
Further, given that it was a database analysis, there are
many other variables we cannot control for such as use
of other nonpharmacological treatments such as psy-
chotherapy, change in diet and nutritional status, and use
of other nutritional products, such as omega-3 s or
amino acid supplements, that may have been used in
conjunction with these micronutrients. Compliance
could only be assessed via client report (which is inher-
ently problematic) and could not be confirmed via blood
work or other more careful monitoring systems. Further,
the large number of pills that the children are required to
consume could be viewed as a disadvantage for many
and may have contributed to the early drop outs. How-
ever, the formula is now available in a powder form,
which may reduce the problems associated with consum-
ing a large number of pills.
There are three types of self-selection bias inherent to
this type of study: participation, reporting, and dropping
out. With respect to participation bias, people searching
for nutritional methods to manage their mood symp-
toms are likely to have been ineffectively treated by
pharmaceuticals, and are not necessarily representative
of everyone with bipolar disorder. In other words, many
of the participants in this database could be considered
treatment resistant, making these positive findings even
more important clinically. Reporting bias relates to the
fact that many people who purchase this product choose
not to monitor their symptoms due to the time and
effort involved in doing so as well as the impact of the
illness itself; the possible extent of this bias cannot be
analyzed with the available data, but most clients who
purchased this product chose not to monitor symptoms
consistently enough to be included in the analysis.
Reporting bias could also result in more favorable
reports, given that the clients chose the treatment that
they received. Research shows that when participants
choose their therapy, they are more likely to rate it as
effective [55], thereby inflating the results reported and
reducing the generalizability of the results found. How-
ever, the fact that a subset of the clients did not benefit
over time or worsened (19% of the Primary Sample)
reduces the likelihood that the results were entirely dri-
ven by a positive expectancy bias.
It is also possible that rather than choosing not to
report on symptoms while consuming the formula, that
these clients represent treatment failures; i.e., their lack
of reporting was due to early discontinuation of the
treatment, because they either found it ineffective, did
not like the side effects or could not comply with the
regimen, similar to reasons for drop-outs in RCT stu-
dies. Indeed, 709 children were found in the database
but only 120 met our inclusion criteria for continued
reporting, so we do not know what happened to the
remaining 83% of the clients and to what extent their
response rate mirrored those in this sample of 120.
While it is tempting to draw parallels to well controlled
designs and conclude that the treatment was not effec-
tive for these other clients, we simply cannot establish
why reporting did not continue, in contrast to RCTs,
where researchers know that a participant who stops
reporting has also stopped taking the treatment because
the investigators control the distribution of pills. As
most of the children who were excluded from the Pri-
mary Sample ceased reporting within the first two
weeks, any lack of change at that point would not have
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takes at least that amount of time before any effect is
noted. Nevertheless, given that many who start taking
this formula choose not to report on symptoms, we can-
not establish with any certainly whether the response
rate noted in the Primary Sample can generalize to the
wider clinical population.
The third type of self-selection bias occurs as a result
of non-responders ceasing to continue to report symp-
toms due to lack of improvement. About 50% of the Pri-
mary Sample stopped reporting before 6 months.
Analysis of these “drop-outs” indicated that they did
experience significant reduction in their symptoms, sug-
gesting that they likely stopped reporting, not because
of a lack of response, but because they found it tiresome
to continue to monitor and report symptoms. A similar
finding was reported in the adult sample [31].
T h ef a c tt h a tw ec o n t i n u e dt os e eb e n e f i tt h r o u g h6
months of reporting is a strength in that it reduces the
likelihood that placebo, natural cycles of PBD, or posi-
tive expectancy effects were contributing to the positive
changes observed. Having a control group would have
given greater confidence that the changes observed were
due to the consumption of the formula and not natural
remission of the symptoms over time.
It is important to note that none of the authors was
involved in any way with the data collection. Further,
none of the authors and none of their Universities are
commercially affiliated with the developer/manufacturer.
Unlike drug trials, these clients were not being paid to
complete questionnaires; indeed, they were paying to
purchase the product.
Conclusions
There are many methodological problems inherent in a
database study, the most pertinent ones being its open
label nature which naturally inflates the effectiveness of
the treatment, and the low number of clients who opted
to monitor their symptoms for any length of time. How-
ever, the results reported here, in combination with the
other publications to date, illustrate a consistent pattern
of improvements in psychiatric symptoms, providing a
powerful case for further research on micronutrient
treatment, in particular investment in RCTs. Although
the current study cannot be generalized to population
response rates and as such we urge caution to not over-
interpret these results, a more carefully diagnosed
sample of children exhibited similar reductions in psy-
chiatric symptoms [26]. Funding such research is a chal-
lenge because unlike pharmaceuticals, there is no patent
protection of micronutrients that would make the
research a worthwhile investment. Despite the obstacles
in both funding and also publishing this type of work
[56], the consistently positive reported outcomes to date
in the general absence of adverse side effects indicate
that controlled clinical trials are essential next steps to
further our understanding of the effect of micronutri-
ents on mental health.
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ADHD symptoms
Acknowledgements
The first author thanks the Department of Psychology, University of
Canterbury and the third author thanks the Alberta Children’s Hospital
Foundation for ongoing support. We thank the reviewers for their assistance
in improving the clarity and scope of the manuscript.
Author details
1Department of Psychology, University of Canterbury, Christchurch, New
Zealand.
2Department of Economics, New York University, New York, USA.
3Department of Pediatrics, Community Health Sciences, University of Calgary,
Calgary, Canada.
Authors’ contributions
All authors: 1) have made substantial contributions to conception and
design, or acquisition of data, or analysis and interpretation of data; 2) have
been involved in drafting the manuscript or revising it critically for important
intellectual content; and 3) have given final approval of the version to be
published.
Competing interests
The authors declare that they have no competing interests.
Received: 27 November 2009 Accepted: 28 September 2010
Published: 28 September 2010
References
1. Carlson GA, Jensen PS, Findling RL, Meyer RE, Calabrese J, DelBello MP,
Emslie G, Flynn L, Goodwin F, Hellander M, et al: Methodological issues
and controversies in clinical trials with child and adolescent patients
with bipolar disorder: Report of a consensus conference. J Child Adolesc
Psychopharmacol 2003, 13(1):13-27.
2. Baroni A, Lunsford JR, Luckenbaugh DA, Towbin KE, Liebenluft E:
Practitioner review: The assessment of bipolar disorder in children and
adolescents. J Child Psychol Psychiatry 2009, 50(3):203-215.
3. American Psychiatric Association: Diagnostic and statistical manual of mental
disorders: DSM-IV-TR Washington, DC: APA, 4 2000, Text revision.
4. Youngstrom E: Definitional issues in bipolar disorder across the life cycle.
Clinical Psychology: Science and Practice 2009, 16(2):140-160.
5. Parens E, Johnston J, Carlson GA: Pediatric Mental Health Care
Dysfunction Disorder? N Engl J Med 2010, 362(20):1853-1855.
6. Blader JC, Kafantaris V: Pharmacological treatment of bipolar disorder
among children and adolescents. Expert Rev Neurother 2007, 7(3):259-270.
7. Wozniak J: Recognizing and Managing Bipolar Disorder in Children. J Clin
Psychiatry 2005, 66:18-23.
8. Kowatch RA, Suppes T, Carmody TJ, et al: Effect size of lithium, divalproex
sodium, carbamazepine in children and adolescents with bipolar
disorder. J Am Acad Child Adolesc Psychiatry 2000, 39(6):713-720.
9. Geller B, Cooper TB, Sun K, Zimerman B, Frazier J, Williams M, Health J:
Double-blind and placebo-controlled study of lithium for adolescent
bipolar disorders with secondary substance dependency. J Am Acad
Child Adolesc Psychiatry 1998, 37:171-178.
10. Wagner KD, Redden L, Kowatch RA, Wilens TE, Segal S, Chang K, Wozniak P,
Vigna NV, Abi-Saab W, Saltarelli M: A double-blind, randomized, placebo-
controlled trial of Divalproex extended-release in the treatment of
Rucklidge et al. BMC Psychiatry 2010, 10:74
http://www.biomedcentral.com/1471-244X/10/74
Page 12 of 14bipolar disorder in children and adolescents. J Am Acad Child Adolesc
Psychiatry 2009, 48(5):519-532.
11. Scheffer RE, Kowatch RA, Carmody T, Rush AJ: Randomized, Placebo-
Controlled Trial of Mixed Amphetamine Salts for Symptoms of
Comorbid ADHD in Pediatric Bipolar Disorder After Mood Stabilization
With Divalproex Sodium. Am J Psychiatry 2005, 162(1):58-64.
12. Correll CU, Sheridan EM, DelBello MP: Antipsychotic and mood stabilizer
efficacy and tolerability in pediatric and adult patients with bipolar I
mania: A comparative analysis of acute, randomized, placebo-controlled
trials. Bipolar Disord 2010, 12:116-141.
13. Biederman J, Hammerness P, Doyle R, Joshi G, Aleardi M, Mick E:
Risperidone treatment for ADHD in children and adolescents with
bipolar disorder. Neuropsychiatr Dis Treat 2008, 4(1):203-207.
14. Biederman J, Mick E, Sepncer T, Dougherty M, Aleardi M, Wozniak J: A
prospective open-label treatment trial of ziprasidone monotherapy in
children and adolescents with bipolar disorder. Bipolar Disord 2007,
9:888-894.
15. Pavuluri MN, Birmaher B, Naylor MW: Pediatric bipolar disorder: A review
of the past 10 years. J Am Acad Child Adolesc Psychiatry 2005,
44:846-871.
16. Findling RL, Gracious BL, McNamara NK, Youngstrom A, Demeter CA,
Branicky LA, Calabrese JR: Rapid, continuous cycling and psychiatric co-
morbidity in pediatric bipolar I disorder. Bipolar Disord 2001, 3:202-210.
17. West SA, McElroy SL, Strakowski SM, Keck PE Jr, McConville BJ: Attention
deficit hyperactivity disorder in adolescent mania. Am J Psychiatry 1995,
152(2):271-273.
18. Sachs GS, Baldassano CF, Truman CJ, Guille C: Comorbidity of attention
deficit hyperactivity disorder with early- and late-onset bipolar disorder.
Am J Psychiatry 2000, 157(3):466-468.
19. Waxmonsky J: Assessment and treatment of attention deficit
hyperactivity disorder in children with comorbid psychiatric illness. Curr
Opin Pediatr 2003, 15(5):476-482.
20. Masi G, Perugi G, Toni C, Millepiedi S, Mucci M, Bertini N, Akiskal HS:
Predictors of treatment nonresponse in bipolar children and adolescents
with manic or mixed episodes. J Child Adolesc Psychopharmacol 2004,
14(3):395-404.
21. State RC, Frye MA, Altshuler LL, Strober M, DeAntonio MHS, Mintz J: Chart
review of the impact of attention-deficit/hyperactivity disorder
comorbidity on response to Lithium or Divalproex Sodium in adolescent
mania. J Clin Psychiatry 2004, 65(8):1057-1063.
22. Tramontina S, Zeni CP, Pheula GF, de Souza CK, Rohde LA: Aripiprazole
in juvenile bipolar disorder comorbid with attention-deficit/
hyperactivity disorder: an open clinical trial. CNS Spectrums 2007,
12(10):758-762.
23. Hah M, Chang K: Atomoxetine for the treatment of attention-deficit/
hyperactivity disorder in children and adolescents with bipolar
disorders. J Child Adolesc Psychopharmacol 2005, 15(6):996-1004.
24. Andreescu C, Mulsant BH, Emanuel JE: Complementary and alternative
medicine in the treatment of bipolar disorder–A review of the evidence.
J Affect Disord 2008, 110(1):16-26.
25. Kaplan BJ, Crawford SG, Field CJ, Simpson JS: Vitamins, minerals, and
mood. Psychol Bull 2007, 133(5):747-760.
26. Kaplan BJ, Fisher JE, Crawford SG, Field CJ, Kolb B: Improved mood and
behavior during treatment with a mineral-vitamin supplement: an open-
label case series of children. J Child Adolesc Psychopharmacol 2004,
14(1):115-122.
27. Kaplan BJ, Simpson JSA, Ferre RC, Gorman CP, McMullen DM, Crawford SG:
Effective mood stabilization with a chelated mineral supplement: An
open-label trial in bipolar disorder. J Clin Psychiatry 2001, 62(12):936-944.
28. Popper CW: Do vitamins or minerals (apart from lithium) have mood-
stabilising effects? J Clin Psychiatry 2001, 62(12):933-935.
29. Simmons M: Nutritional approach to bipolar disorder. J Clin Psychiatry
2003, 64(3):338.
30. Kaplan BJ, Crawford SG, Gardner B, Farrelly G: Treatment of mood lability
and explosive rage with minerals and vitamins: two case studies in
children. J Child Adolesc Psychopharmacol 2002, 12(3):205-219.
31. Gately D, Kaplan BJ: Database analysis of adults with bipolar disorder
consuming a multinutrient formula. Clinical Medicine: Psychiatry 2009, 4:3-16.
32. Rucklidge JJ: Successful treatment of OCD with a micronutrient
supplement following partial response to Cognitive Behavioral Therapy
(CBT): A case study. J Anxiety Disord 2009, 23:836-840.
33. Frazier E, Fristad MA, Arnold LE: Multinutrient supplement as treatment:
Literature review and case report of a 12-year-old boy with bipolar
disorder. J Child Adolesc Psychopharmacol 2009, 19(4):453-460.
34. Rucklidge JJ, Taylor M, Whitehead K: Effect of micronutrients on behavior
and mood in adults with ADHD: Evidence from an 8-week open label
trial with natural extension. J Atten Disord ,9 .
35. Rucklidge JJ, Harrison R: Successful treatment of Bipolar Disorder II and
ADHD with a micronutrient formula: A case study. CNS Spectrums 2010,
15(5):289-295.
36. Mehl-Madrona L, Leung B, Kennedy C, Paul S, Kaplan BJ: A naturalistic
case-control study of micronutrients versus standard medication
management in autism. J Child Adolesc Psychopharmacol 2010,
20(2):95-103.
37. Gesch B, Hammond S, Hampson S, Eves A, Crowder MJ: Influence of
supplementary vitamins, minerals and essential fatty acids on the
antisocial behaviour of young adult prisoners. Br J Psychiatry 2002,
181:22-28.
38. Zaalberg A, Nijman H, Bulten E, Stroosma L, van der Staak C: Effects of
nutritional supplements on aggression, rule-breaking, and
psychopathology among young adult prisoners. Aggressive Behavior 2010,
36:117-126.
39. Remington R, Chan A, Paskavitz J, Shea TB: Efficacy of a vitamin/
nutriceutical formulation for moderate-stage to later-stage Alzheimer’s
disease: A placebo controlled pilot study. American Journal of Alzeihmer’s
Disease and Other Dementias 2009, 24(1):27-33.
40. Schoenthaler SJ, Bier ID: The effect of vitamin-mineral supplementation
on juvenile delinquency among American schoolchildren: a randomized,
double-blind placebo-controlled trial. J Altern Complement Med 2000,
6(1):7-17.
41. Ford AH, Flicker L, Thomas J, Norman P, Jamrozik K, Almeida OP: Vitamins
B12, B6, and folic acid for onset of depressive symptoms in older men:
Results from a 2-year placebo-controlled randomized trial. J Clin
Psychiatry 2008, 69(8):1203-1209.
42. American Psychiatric Association: Diagnostic and Statistical Manual of Mental
Disorders Washington: American Psychiatric Association, 4 1994.
43. Bell IR, Edman JS, Morrow FD, Marby BS, Perrone G, Kayne HL,
Greenwald M, Cole JO: Vitamin B1, B2, and B6 augmentation of tricyclic
antidepressant treatment in geriatric depression with cognitive
dysfunction. J Am Coll Nutr 1992, 11(2):159-163.
44. Medori R, Ramos-Quiroga JA, Casas M, Kooij JJS, Niemela A, Trott G-E, Lee E,
Buitelaar JK: A randomized, placebo-controlled trial of three fixed
dosages of prolonged release OROS methylphenidate in adults with
attention-deficit/hyperactivity disorder. Biol Psychiatry 2008,
63(10):981-989.
45. Anon : Herbal and dietary supplements for depression. Harv Ment Health
Lett 2008, 4-5.
46. Findling RL, Short EJ, McNamara NK, Demeter CA, Stansbrey RJ, Gracious BL,
Whipkey R, Manos MJ, Calabrese JR: Methylphenidate in the treatment of
children and adolescents with bipolar disorder and attention-deficit/
hyperactivity disorder. J Am Acad Child Adolesc Psychiatry 2007,
46(11):1445-1453.
47. Mertz W: A balanced approach to nutrition for health: The need for
biologically essential minerals and vitamins. J Am Diet Assoc 1994,
94:1259-1262.
48. Ames BN, Elson-Schwab I, Silver E: High-dose vitamin therapy stimulates
variant enzymes with decreased coenzyme binding affinity (increased
Km): relevance to genetic disease and polymorphisms. Am J Clin Nutr
2002, 75:616-658.
49. Young LT: Is bipolar disorder a mitochondrial disease? J Psychiatry
Neurosci 2007, 32(3):160-161.
50. Russell VA, Oades RD, Tannock R, Killeen PR, Auerbach JG, Johansen EB,
Sagvolden T: Response variability in Attention-Deficit/Hyperactivity
Disorder: a neuronal and glial energetic hypothesis. Behavioral and Brain
Function 2006, 2(30):1-25.
51. Biederman J, Gao H, Rogers AK, Spencer TJ: Comparison of parent and
teacher reports of Attention-Deficit/Hyperactivity Disorder symptoms
from two placebo-controlled studies of Atomoxetine in children. Biol
Psychiatry 2006, 60(10):1106-1110.
52. Skirrow C, McLoughlin G, Kuntsi J, Asherson P: Behavioral, neurocognitive
and treatment overlap between attention-deficit/hyperactivity disorder
and mood instability. Expert Rev Neurother 2009, 9(4):489-503.
Rucklidge et al. BMC Psychiatry 2010, 10:74
http://www.biomedcentral.com/1471-244X/10/74
Page 13 of 1453. Rettew DC, Lynch AD, Achenbach TM, Dumenci L, Ivanova MY: Meta-
analyses of agreement between diagnoses made from clinical
evaluations and standardized diagnostic interviews. International Journal
of Methods in Psychiatric Research 2009, 18(3):169-184.
54. Rucklidge JJ: How good are the ADHD screening items of the K-SADS-PL
at identifying adolescents with and without ADHD? J Atten Disord 2008,
11(4):423-424.
55. Moher D, Schulz K, Altman D: The CONSORT statement: revised
recommendations for improving the quality of reports of parallel-group
randomised trials. The Lancet 2001, 357:1191-1194.
56. Kemper KJ, Hood KL: Does pharmaceutical advertising affect journal
publication about dietary supplements? BMC Complement Altern Med
2008, 8:11.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-244X/10/74/prepub
doi:10.1186/1471-244X-10-74
Cite this article as: Rucklidge et al.: Database analysis of children and
adolescents with Bipolar Disorder consuming a micronutrient formula.
BMC Psychiatry 2010 10:74.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Rucklidge et al. BMC Psychiatry 2010, 10:74
http://www.biomedcentral.com/1471-244X/10/74
Page 14 of 14